M ental illness is highly prevalent in primary care settings. In the United States, lifetime prevalence of a behavioral health disorder approximates 50%. 1 More than half of patients in treatment for mental illness receive their care by primary care clinicians. [2] [3] Many barriers exist to receiving mental health care outside of the primary care setting. 2 Moreover, a significant population of patients exists with both mental health disorders and chronic medical problems. [4] [5] Because of these findings, it is important for primary care physicians to learn about mental health disorders as well as the evidence-based screening instruments and techniques that are used to treat them.
The STFM National Family Medicine Clerkship Curriculum (NCC) developed in 2012 specifically highlights several components of behavioral health care as core tasks for family medicine clerkship students. [6] [7] The curriculum includes topics such as depression, anxiety, and substance use as well as the use of validated screening tools and behavioral change frameworks (Table  1) .
Although behavioral health is a broad term, the most common classes of behavioral health disorders in order of decreasing lifetime prevalence include: anxiety disorders (28.8%), impulse control disorders (24.8%), mood disorders (20.8%), and substance use disorders (14.6%). 1 While instruction in behavioral health topics can be wide ranging and longitudinal across the medical school curriculum, we focused on the most prevalent mental health conditions because of their clinical significance as well as their overlap with the spectrum of primary care.
To date, little has been done to study how behavioral and physical 
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BACKGROUND AND OBJECTIVES:
Many patients with behavioral health disorders do not seek or receive adequate care for their conditions. Among those that do, most will receive care in a primary care setting. To best meet this need, clinicians will need to demonstrate proficiency of behavioral health skills and evidence-based practices. We sought to explore the degree to which these skills are being taught in family medicine clerkships.
METHODS: The Council of Academic Family Medicine's (CAFM) Educational
Research Alliance (CERA) 2016 survey of clerkship directors (CDs) was sent to 141 CDs at US and Canadian medical schools with a required family medicine run course. CDs were asked about the inclusion of behavioral health topics, tools, and techniques in the clerkship, as well as rating the importance of these items.
RESULTS:
Eighty-six percent of CDs completed the survey. Mood disorders (81.4%) were most frequently taught, followed by anxiety disorders (77.8%), substance use disorders (74.4%), and impulse control disorders (39.1%). Screening tools and behavioral health counseling skills were less commonly taught.
CONCLUSIONS:
Many behavioral health topics are not taught universally to all family medicine clerkship students. Gaps exist between what is included in current curriculum and what is recommended by the National Clerkship Curriculum for family medicine. These gaps may represent challenges for improving the care for patients with behavioral health disorders. health are currently integrated in medical school curricula. 8 As a result, there is incomplete understanding of how medical students can best learn the skills necessary to incorporate behavioral health interventions into clinical practice. In addition, prior research demonstrates that the values of clerkship directors can influence the curriculum that they deliver. 9 The purpose of this study was to determine the behavioral health topics, tools, and techniques taught in the family medicine clerkship and whether clerkship director characteristics were associated with whether they were likely to be taught.
Methods
We gathered and analyzed data as part of the 2016 Council of Academic Family Medicine's (CAFM) Educational Research Alliance (CERA) survey of family medicine clerkship directors. CAFM is a joint initiative of four major academic family medicine organizations, including the Society of Teachers of Family Medicine, the North American Primary Care Research Group, the Association of Departments of Family Medicine, and the Association of Family Medicine Residency Directors. The complete scope of the annual CERA survey process has been reported previously. 10 The survey was emailed to 125 US and 16 Canadian family medicine clerkship directors between August 9, 2016 and October 9, 2016. Invitations to participate in the study included a personalized greeting and a letter signed by the presidents of each of the four sponsoring organizations with a link to the survey, which was conducted through the online program SurveyMonkey. Nonrespondents were also contacted through personal email and telephone calls to verify their status as clerkship directors, to check accuracy of email addresses, and to encourage participation. The study was approved by the American Academy of Family Physicians Institutional Review Board.
Survey Questions
The survey asked clerkship directors (CDs) basic demographic information about their schools, clerkships, and the number of students in each medical school graduating class. It also asked when they graduated from residency and how many years they have served as clerkship director. Additional questions assessed whether the following mental health topics were formally taught in the family medicine clerkship: mood disorders, anxiety disorders, impulse disorders, and substance use disorders. These topics were identified based on prevalence in the United States. 1 We identified screening tools recognized in practice guidelines that directly related to these prevalent conditions: Patient Health Questionnaire-9 (PHQ-9), Generalized Anxiety Disorder-7 (GAD-7), Adult ADHD Self Report Scale (ASRS-V1.1), and Alcohol Use Disorders Identification Test (AUDIT) or AUDIT-C. We conducted a search of the Agency for Healthcare Research and Quality (AHRQ) National Guideline Clearinghouse to identify US guidelines that addressed the management of the mental health conditions identified above. This process identified: Stages of Change, Motivational Interviewing, BATHE (Background, Affect, Trouble, Handling, Empathy), SBIRT (Screening, Brief Intervention and Referral to Treatment), 5As (Ask, Advise, Assess, Assist, Arrange), and Cognitive Behavioral Therapy (CBT). We asked respondents to rate the importance of these tools and techniques on a scale from 1 to 5, where 1 was not at all important and 5 was extremely important. 
Results
The overall response rate to the CERA survey was 86% (121 of 141 responding). The subset of respondents who answered the questions regarding behavioral health (n=118) were used for our analyses. The most frequent mental health topics taught in the family medicine clerkship were mood disorders (81.4%), followed by anxiety disorders (77.8%), substance use disorders (74.4%) and impulse control disorders (39.1%, Table 2). The prevalence of screening tools taught in the family medicine clerkship ranged from 11.9% (ADHD Scale) to 43.2% (PHQ-9). Among various treatment techniques, motivational interviewing was the most likely to be taught (70.7%) followed by Stages of Change (64.7%), 5 As (58.5%), CBT (31.6%), SBIRT (24.1%), and the BATHE technique (20.5%).
Of the named topics, tools, and techniques listed in Table 2 , the proportion of respondents who rated the issue as important to include in the family medicine clerkship was reported (Table 3 ). Our analysis revealed that topics, tools, and techniques were more likely to be taught in the clerkship if the clerkship director thought them to be important. For example, clerkship directors who thought teaching mood disorders was important were more likely to teach about mood disorders (85.6% vs 46.2%, P=0.003). Clerkship directors who thought mental health screening tests were important were more likely to include them in the curriculum (Table 3) .
Among clerkships that teach each of the selected topics of mental health disorders, there is an association with whether or not a paired screening tool was also taught (Table 4). For example, among respondents who reported teaching mood disorders, 47.9% state that they also teach the PHQ-9 screening tool.
Discussion
In this study, we sought to describe the pattern and degree of education surrounding common topics, tools, and techniques that are utilized in behavioral health care. In our survey of family medicine clerkship directors, we discovered that gaps exist in what is being taught to family medicine clerkship students related to some of the most prevalent mental health diagnoses seen in primary care. For instance, one quarter (25.6%) of family medicine clerkships reported that they have no formal curricular elements that educate students on substance use disorders, and 60.9% do not report teaching impulse and behavioral control disorders such as ADHD or conduct disorder in the primary care clerkship, even though the lifetime prevalence of that class of disorders is 24.8%. 1 Effective treatment for behavioral health disorders relies on the ability of primary care clinicians to accurately screen for and diagnose mental health disorders when present. Our results show that many students on family medicine clerkships are not taught about the most widely used and evidence-based screening tools during their family medicine clerkship. Even when there is formal curriculum for mental health topics (eg, mood disorders), the teaching does not always extend to include use of those tools. For example, while most institutions report inclusion of mood disorders in their curriculum (81.4%), less than half of those that teach it also teach the PHQ-9 (47.9%). CDs may consider exchanging didactic instruction time to focus on these clinical skills rather than content which may be delivered elsewhere in the curriculum.
To add perspective to our study, there has been increased encouragement of clinical techniques to provide brief intervention (BATHE, SBIRT) by national primary care and mental health organizations.
11 Despite efforts to expand their adoption, those techniques are not commonly taught in current family medicine clerkship curriculum (BATHE, 20.5%, SBIRT, 24.1%). This finding is consistent with a prior 2014 CERA study which discovered that only 18% of clerkship directors reported inclusion of SBIRT, and the majority of those that did include it do not use a formal curriculum.
11
Our findings contrast with many of the objectives listed in the NCC (Table 1) . While the NCC is not a required curriculum, it may be considered a blueprint that maps out priorities that define the family medicine specialty, overlapping with the care that is predominately provided and addressing societal need. Our findings should prompt CDs to compare their own curriculum to 
Strengths and Limitations
A notable strength of our study is the high response rate (84%), which encompasses schools with a variety of formats and durations in a wide geographic distribution including the United States and Canada. This allows our results to be generalizable across many models of undergraduate medical education. Also, the study focused on the most prevalent mental health conditions in primary care, making it relevant to nearly all learners in medical school. Furthermore, the study utilized the wellvalidated CERA study mechanism, which also contributes to generalizability. Secondly, the study looked at conditions based on population prevalence and accepted national practice guidelines. Because of this, the conclusions of the present study can help align their curriculum with the needs of our health care system.
A limitation of our study is that the survey was only sent to directors of the family medicine clerkship and only assesses content taught within that portion of the curriculum. It is recognized that instruction in mental health takes place in both preclinical experiences as well as clinical clerkships besides family medicine. However, it has been reported that behavioral health topics are more likely taught during the family medicine clerkship than any other clinical rotation other than psychiatry. 8 Moreover, most mental health symptomatology presents first at the primary care level, so this care, and therefore training, needs to be integrated into primary care education.
Another limitation is that due to survey space, not every screening test for the topic conditions was assessed. Topics were chosen due to prevalence in society, and the screening tests and management techniques were selected for relevance to these conditions and based on their recommendation in national guidelines, inclusion on the NCC, and their reported high clinical utility in primary care settings.
Conclusions
The results of this study provide insight into the forces that influence behavioral health curriculum. We identified that despite mention in the STFM National Clerkship Curriculum, key concepts are not universally included in all family medicine clerkships, providing an opportunity to enhance fidelity to suggested standards. Perceived importance of many of the items studied increases the likelihood that those skills are taught. Understanding how CDs are influenced by and can influence the NCC may help family medicine educators develop more efficient ways to enhance behavioral health education during family medicine clerkships. Finally, the discrepancy between the prevalence of the conditions studied and the frequency with which they are included as content in family medicine clerkships provides an additional opportunity for alignment of societal health needs with learner content during medical school training.
